T his editorial is being written in the last days of the 20th century and will be published in the early weeks of the 21st. "Y2K" glitches notwithstanding, it will be one of the earliest essays you read in the new year, decade, century, and millennium. If only programmers of computers, the economic engines of the 1990s, had looked some 35 years into the future before taking shortcuts! It is time to look into our scrapbooks, shake out the cobwebs, and peer mistily into our future. It will be a while before we have another chance to size up a century of brain and mind.
One hundred years ago, there was close collaboration between psychiatry and neurology. Indeed, the very same group of physicians took on the study of both mind and brain. Charcot and Freud were colleagues for several years before the mind left the brain behind (or vice versa, to a neurologist). Freud based his theories on personal observations, deductions, and philosophical interpretations, leaving behind his excellent neurological observations on such phenomena as Meralgia Paresthetica. He realized that he was approaching the mind as a black box, since his neurology training was unable to help him understand passion, pride, and prejudice, let alone penis envy. This bias against biology was passed on to generations of followers. Outcome and research validation continues to be lacking in this highly personal approach, where it is much needed. However, it must be noted that Freud's thinking is deeply embedded in popular culture: transference; id, ego, and superego; and the interpretations of dreams-to say nothing of the Oedipus and Electra complexes.
While neurosurgeons cut their teeth performing leukotomies to hold the frontal lobes in check, psychoanalysis flourished in North America in the 1950s and 1960s. It was the belief system, even the religion, of psychiatrists who functioned outside mental hospitals that everything could be cured by enough dedication, effort, and, of course, money. The mental hospital was gradually changing from a warehouse to an active and optimistic treatment milieu. Insulin coma therapy 28 was a dangerous and ineffective approach, while prolonged sleep was ofdubious value. Electroconvulsive therapy (EeT) marked the first major change and reason for optimism. At about the same time in the early 1950s, chlorpromazine was introduced-the first effective neuroleptic. This was soon followed by lithium, which had an erratic career but became established as a useful and relatively safe mood stabilizer. Following soon were other neuroleptics, antidepressants, and the newer generations of psychopharmaceuticals with reduced side effects and increased receptor specificities.
The changes in practice patterns that followed were dramatic: deinstitutionalization, community services, and outreach. The changes, however, were driven primarily by service payer restrictions. This was true both in Canada and the United States (US). In Canada, provinces paid for health care and cut the number of hospital beds drastically, while community services were grudgingly put into place. In the US, mental health had to fight for its proper place in managed care, which clearly favours as the less costly alternative the psychopharmacological rather than the interpersonal process. As always, if you really want to change practice patterns, make changes in what is funded.
Alongside these developments have been major advances in imaging the brain and in understanding its underlying mechanisms. Genetics research has leapt forward, revealing nucleic acid underpinnings for some psychiatric disorders. The purposes for psychiatry and neurology are now more intermingled than ever-the convergence of a top-down and a bottom-up approach. Furthering the understanding of major behaviour disorders and brain diseases on multiple levels (interpersonal, genetic, neuroanatomic, neurochemical, molecular) is common to both. Extending the understanding of behaviour and personality as "normal" phenomena resonates with neurologists and psychiatrists. Both champion the ethical care of persons with major disorders of behaviour and brain function. Both foster tutoring and monitoring care provided by primary care physicians. Both seek to improve treatments for brain disorders in the pharmacological and nonpharmacological realms. Both should advocate for health care for all, particularly for disenfranchised patients such as the homeless. Both are forced to reevaluate models of care and instruction in light of changes in information systems, reimbursements, and societal expectations.
In the huge swing to the biologic, we may have lost the essence of psychiatry-the personal element of care for the troubled. Early on, Eisenberg placed the appeal, "Let us not exchange the brainlessness of psychiatry of the past for the mindlessness of the psychiatry of the future" (1) .
There are many reasons to heed this. Our model is the biopsychosocial. As the biological aspect steams ahead, we need to give equal emphasis to the psychological and social components. North American graduates were often attracted to psychiatry by exactly those personal elements of care. The attraction often fades, in part because ofthe inpatient settings to which they are exposed; these graduates are turning to other areas ofmedicine, and the proportion selecting psychiatry as a specialty is steadily declining.
Finally and most importantly, the public we serve is becoming much more educated, and it expects and demands time and attention to personal as well as medical service (the information of "dot.com" does not equal "dot calm"). "We are not just a chemical imbalance," is the plaintive cry to be heeded by psychiatrists (and neurologists).
What then for the future? We can predict change and an accelerating pace thereof. We need to form active and vigorous partnerships with family practitioners, who first see our patients; with pediatricians, who do the same for children; and with neurologists, since our fields overlap and merge. We complement each other, as the coauthorship of this editorial suggests.
Weare moving toward evidence-based practice patterns and away from the "wisdom of the elders." This means a continuing need for reeducation. It means breaking old patterns of practice and establishing newer ones. Hopefully, this can be fashioned in a fun way, as all learning should be. We will have to move not just faster but better to stay up to date in a brave new world.
We need to remember that, while our patients are demanding and at times difficult, the practice of service is ultimately its own reward. We need patients, their families, and their advocates as our allies in this era of challenge and change.
Will the arbitrary divisions between specialties stifle common goals ofdevelopment? Is there room for a realignment to reunite at least the specialties of neurology and psychiatry'? Should pharmacological agents for headache, epilepsy, depression, anxiety, and schizophrenia be developed together, recognizing the brain's underlying biochemistry? These forward-looking questions of biology and humanity will loom larger.
Issues will emerge, studies will be conducted, their results published, later questioned and contradicted, then consensus reached for "guidelines." Journals like this will continue to thrive on such challenging and invigorating debate and everincreasing knowledge.
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